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Early Detection (Module A)

Continuing Treatment in Coordinated Specialty Care (Module C) 
• Ongoing longitudinal diagnostic evaluation
• Individual psychotherapy
• Pharmacological treatment
• Family education: individual and group based
• Rehabilitation: support for education, employment, 

vocational counseling
• Primary care coordination
• Case Management: e.g. housing, transportation, 

entitlements

• Community education
• Academic detailing of referral sources
• Rapid eligibility determination and assertive enrollment into care

Evaluation & Initiation of Treatment (Module B)
• Comprehensive case formulation including working diagnosis and treatment plan
• Initiation of initial phase of treatment, including family education
• Risk mitigation for suicide, violence, and criminal justice liaison

Care Transition (Module D) 
• Individualized selection and referral to 

local outpatient provider (e.g. primary 
care, behavioral health, LMHA)

• Ongoing liaison and maintenance of 
good bi-directional referral and 
consultative network

• Regular audit of post-transfer 
engagement rates with continuous 
performance improvement.

2-3 years

3 
months

Deliverable
Value: i.e. Population health 
outcomes benchmarked to 
international standards/ low cost of 
care

Deliverable
Case formulation and 
preliminary treatment

Deliverable
High engagement rates in mainstream 
services; Tele-consultation to build clinical 
capacity and regular audit of population 
health outcomes to drive performance 
improvement across local network of care.

3 
months

vinod.srihari@yale.edu

Deliverable
Equitable, non-coercive 
and rapid (low DUP) 
access to care across 
target region.

http://www.step.yale.edu/
mailto:vinod.srihari@yale.edu
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Outline

Module B: Evaluation and Initiation into treatment

Key Concepts:

1. Differential diagnoses
2. Structured Assessment and Case Formulation
3. Engagement into care model & treatment initiation
4. Family education & support
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Secondary Psychosis
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Secondary Psychosis
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Freudenreich et al. Early Interv Psychiatry 2009; 3:10-18.

In the largest prospective cohort, 3% 
of 268 had secondary etiologies:  
neurosyphilis, sarcoidosis, lung ca, 
autoimmine multi-system disease, 
cerebral systicersosis, thyrotixicosis 

(Johnstone EC, et al. Psychol Med 1987; 17: 371–9)

The choice of test depends on 
test characteristics AND 
prevalence of disease

Diagnosing Secondary Psychosis: 
An Approach
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1. Careful, iterative History and Exam!
2. Test for common disorders, co-

morbidities
3. Revisit treatable secondary causes: 

consider risks/costs of testing but 
pursue strong suspicions!

4. Test for rare but more easily treatable 
disorders

5. Establish baseline risk: e.g. 
cardiovascular, movement disorders, 
pregnancy testing (and monitor!)

Freudenreich et al. Early Interv Psychiatry 2009; 3:10-18.

Pragmatic ‘Workup’ vs 
Quest for Certainty
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Primary Psychotic Disorders
The current Field-Guide* approach to classification (DSM 5)

Non-affective psychotic disorders
• Schizophrenia
• Schizoaffective disorder
• Schizophreniform disorder
• Delusional disorder
• Brief psychotic disorder/ 
Schizophreniform disorder
• Psychotic disorder not otherwise 

specified
• Unspecified Schizophrenia Spectrum 

and Other Psychotic Disorder
• Other specified Schizophrenia 

Spectrum and Other Psychotic 
Disorder

Affective psychoses
• Bipolar disorder with psychotic features
• Major depressive disorder with psychotic features

*Paul McHugh, NEJM 2012

The Schizophrenia(s)
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The Neuroscience of Clinical Psychiatry. Higgins & George. 2018

The Schizophrenia(s) 
Many causes, ?many 
diseases, grouped in a 
clinical syndrome 

Heterogeneity: Expect very 
different presentations, 
responsiveness to Rx and 
outcomes !

Formulate each case across 
multiple perspectives: be 
multi-lingual
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Case Formulation

• Perspectives in pluralistic case formulation:
– What does this person have? (Disease Perspective)
– What does this person do? (Behavioral Perspective)
– Who is this person? (Dimensional Perspective)
– What has happened to this person? (Narrative Perspective)

• Data Sources:
- Clinical interactions with patient and family
- Structured assessment by trained raters of symptoms, functioning
- Self-report (substance use, caregiver burden)
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Treatment: The Acute Phase

• Monitor mental state
• Gain understanding of person and situation 

as quickly as possible
• Ensure safety*
• Reduce delay in effective treatment by 

treating or preventing:
– Positive sx of psychosis 
– Negative sx and co-occurring issues (substance, 

anxiety, depression)
• Alliance building with client and family
• Identify tx goals
• Instill hope
• Provide acceptable explanatory model with 

psychoed
• Engage, support, educate the family

(Orygen: Australian Treatment Guidelines)

How to do this?
- Engage individual (and 

family) in tx ASAP
- Gather records, collateral
- Initiate anti-psychotic 

medication “low and 
slow”

- Alliance/be-friending
- Shared goals
- Educating family on 

crises, how to monitor
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What is engagement?

• Clinical attendance / contact
• Treatment adherence (taking prescribed medications)
• Staying involved in treatment as long as recommended (e.g., 2 

years)
• Acceptance of need for help
• Strength of therapeutic alliance
• Satisfaction with help received

No consensus definition in early intervention services on 
engagement or disengagement…

(Dixon, Holoshitz, & Nossel, 2016)
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The problem…disengagement

• Disengagement rates range from 12-53% in early intervention 
programs (Mascayano et al., 2020); 21-40% before 2 years (Doyle 
et al, 2012)

– Factors predicting disengagement:
• Lack of family support
• Higher substance misuse
• Living alone
• Lower medication adherence
• SDoMH – such as homelessness

(Mascayano et al., 2020; Doyle et al, 2012)
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Strategies for Engagement 

• Orient around shared goals and give support right away 
– Give practical assistance (Dixon et al., 2016)
– “getting back on track” with school, work, or relationships
– getting relief from distressing symptoms (meds, coping)

• Slow, gradual approach – pace of meeting, safety of topics
– Be clear, be aware of internal distractors

• Be flexible, responsive, (timing, duration, rescheduling, 
location)…persistent, and young-adult oriented (texting)

• Aim to be normalizing and curious

• Avoid confrontation, don’t debate ‘reality,’ yet avoid collusion
– “That must be (stressful, scary, overwhelming, etc.), I imagine it might 

feel really unsettling to feel like you don’t know who you can trust”
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Strategies for Engagement 

• Befriending- (Bendall et al, 2003) 

– May need to focus on “safe” topics: learn about the person’s interests, 
talk with them, learn from them

– Highlight strengths, positive experiences or memories, pets, vacations
– Find a likeable quality and compliment or genuinely appreciate this 

feature
– Participate in a pleasurable activities- play cards, listen to a song, have 

a cup of coffee

• May require increased amounts of befriending depending on 
symptoms

– Paranoia, Hallucinations, Severe negative symptoms
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